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In some states where no obvious locus of responsibility for EMS-C can be found, the problem may be that departments disagree on where EMS-C responsibilities should lie—with an EMS bureau or an MCH office, for example—or that responsibilities are fragmented (inadvertently or otherwise) across units of the state government. In some states, the real heart of EMS may He in regional, county, or local programs. In situations of this sort, the governor may find it convenient to appoint an advisory council first and seek its advice as to where best to locate an EMS-C lead agency, and perhaps even obtain its help in "negotiating" with the contending agencies to reach an agreement.
State Agency Charge and Agenda
The committee sees at least eight areas on which a state EMS-C agency ought to place high priority:
1.   planning state programs;
2.   enhancing education and training;
3.   strengthening structural elements of the EMS-C system;
4.   collecting and analyzing data;
5.   improving access to care;
6.   broadening interstate cooperation;
7.   ensuring public accountability; and,
8.   in terms of implementation broadly conceived, taking political considerations and fiscal constraints into account.
Planning State Programs
The committee believes that initial high priority should be given to the development of a comprehensive state plan for advancing EMS-C programs and integrating them within the existing EMS system(s) of the state. This will be crucial for the state to be able to compete successfully for federal funds or to use productively the formula or block grant monies to which it may be entitled.
In producing this plan, the agency must actively communicate with all sister units in the state government—those involved in EMS, in health care generally and child health in particular, in traffic safety, in law enforcement, and so forth. It must also reach out to government departments at the county and municipal levels. Finally, it must look beyond the public sector to those parties in the nonprofit and private sectors—the health care professions, child and public advocacy groups, and the like—whose cooperation and support will be necessary to effective implementation of the state plan. In this regard, active participation of the advisory council will be vital.s such as these, responsible officials may want to apply the IOM recommendations simply to ensure that the agency is appropriately placed and able to discharge its obligations effectively. In states where this is not the case, the governor should make such designation of a lead agency a matter of high priority. When an implicit designation of responsibility exists, the governor should make the agency and other interested parties fully aware of that assignment and make the designation explicit and public.s.10 The Coordinating Council on Juvenile Justice and Delinquency Prevention, an independent organization in the executive branch, a concern as well.experts and interested parties outside the federal governmentic patients. and publishing hospital-specific mortality rates for the Medicare program.  Attractive conceptually, the analyses are extremely hard to do because of the need to control or adjust for many case-mix (patient, diagnosis, and other) variables. Such an approach might be somewhat simpler when applied in the EMS context only, for instance in analyses of trauma deaths in a hospital selling using the so-called TRISS methodology (Champion et al., 1981; Boyd et al., 1987) (see Appendix 7A). However, the enduring controversies about acuity and severity adjusters, coupled with the range of settings in which emergency care can be rendered, makes any broad application of Ihis approach debatable.
